form of colostomy. A further advantage is the inability of the colostomy to prolapse, due to the fixation of the colon to the abdominal wall as it passes through it. Technique The colon should be brought out as a colostomy before the formation of the new peritoneal floor. In order to avoid trouble with the ureter and the spermatic or ovarian vessels, one should remember that, although the bowel passes extraperitoneally, it is still within the investing fascia. I cut out a complete circle of skin, muscle and fascia down to the extraperitoneal plane. This is done by a circular trephine, counter-pressure being obtained by a small wooden block which is inserted behind the abdominal wall. An assistant steadies the skin around the cutting edge to facilitate a clean cut. The previously divided bowel is brought through this hole by a pair of Duval forceps. The length should not be too great, and no excessive kinking should occur at the lower end of the descending colon. If there are kinks, the bowel is brought farther out and shortened later. I begin the pelvic repair at the site of the inferior mesenteric ligation, burying the stump and working distally towards the bladder, usually making an inverted Y-shaped closure. A few interrupted sutures are sometimes required on the left to cover the descending colon where it sweeps upwards towards the colostomy. Difficulty may be experienced where the pelvic colon has been unduly attached and where its mobilization has caused a bare area, but it can then be brought out in the extrafascial plane and the peritoneum repaired over it.
When the abdomen has been closed I adjust the length of the bowel if necessary and make a primary mucocutaneous suture using eight interrupted cotton stitches at the points of the compass. I think this step, described by Butler (1952, Proc. R. Soc. Med. 45, 41) is probably one of the greatest advances in proctology and I have never had cause toregret it in five years norhad a case of stenosis. If the sutures are not removed granulomata may form which look like a recurrence of carcinoma.
Another advantage of this colostomy is that, should there be anxiety about the blood supply, or its recession, any subsequent trouble will be in the extraperitoneal plane.
The operation of 'colostomy revision' never features now in an operation list. There is one small objection and that is that the self-retaining retractor, small bowel packing and the drapes have to be removed during the operation, prior to repair of the peritoneal floor, but I find that the advantages far outweigh this.
Mr E G Muir (London): Mr Henry Thompson's method of colostomy is noteworthy for his attention to details. I do not think it right to perform the colostomy before the abdomen has been explored; we can never be certain of what will be found. As regards the site, some of the worst hernias I have seen were round a colostomy through the rectus sheath: I prefer when possible to make it through the oblique muscles. Mr Thompson uses a right paramedian incision to mobilize the splenic flexure; this can be difficult and I prefer a left paramedian approach.
Mr Sames has mentioned suturing of the mucosa to the skin. This is important but breakdown and recession of the colostomy may take place. I prefer to suture the colostomy to the skin under local anesthesia four to six days after operation; this saves the anxiety of retraction and is easily done. Mr A Lawrence Abel (London): I agree the abdomen should be explored first. The object of the operation is to remove the maximum of the dangerous part of the pelvic colon. If it is cut at right angles to the primary ligature there will almost always be the right length of descending or pelvic colon to come up to the surface for the colostomy. I agree that the distance of the colostomy should be one-third from the anterior superior spine and twothirds from the umbilicus. In an obese person it should be a little higher in order to facilitate attention.
We always stitch the peritoneum of the inner abdominal wall to the bowel, but not penetrating into the bowel lumen. The second tier of sutures attaches it to the aponeurosis of the external oblique muscle. The mucosa should always be stitched to the skin just after the abdominal wall has been closed.
A running stitch inside closes the lateral space. If it is not closed, and the patient returns with an obstruction, the chances are that the small gut has gone up and not down the paracolic gutter. Mr C Patrick Sames (Bath): The virtue of bringing the bowel out extraperitoneally is that it does away with the need for suturing other than the eight interrupted mucocutaneous sutures already mentioned. I deplore the use of a continuous stitch for fear of promoting a stenosis. Suturing of the bowel deeper than at the skin risks perforation of the bowel and secondary infection.
Mr E G Muir (King's College Hospital, London)
An Anal Colostomy in the Perineum In a discussion on colostomy, mention should be made of the formation of a sigmoid stoma in the anal region surrounded by the external sphincter, in fact an anal colostomy. Those surgeons who perform this operation do not describe it so; it is advocated as a means to avoid a colostomy and I use the name to include it in our discussion.
It is generally accepted that the essential requirement for anal continence is the retention of the puborectalis fibres of the levator ani and at least a few centimetres of the adjacent rectal mucosa; in fact the anorectal ring. All operations for carcinoma of the rectum which preserve this structure, whether by anterior resection or by some form of 'pull-through' technique, preserve some anal continence even if there is occasional impairment. By contrast, operations which excise the anorectal region produce incontinence and it is with this that I am concerned.
The necessity to preserve the anorectal ring, a small rectal stump and a safe margin below the growth, has led us to believe that 10 cm or more from the anal verge is a reasonable mark at which an anterior resection is suitable. There would probably be international agreement on this and also that rectal growths which involve the last 5-6 cm of the anorectal region require some form of combined excision. It is those growths that lie between 5 and 10 cm from the anal verge which produce the controversy. Some of these growths in the upper part of this region can be adequately treated by various 'pull-through' operations; these are used in Britain and the United States.
However small the rectal stump may be, and Dr B Marden Black (1963, personal communication) regards 4 cm upwards from the dentate line as the minimum, the anorectal region is preserved so that there is the chance of fiecal control; Black quotes at least 90%. In this country we believe that growths which cannot be treated adequately with preservation of the anorectal ring require a combined excision. For many years Babcock (1932) and later Bacon (1945) have performed a 'pull-through' operation for carcinomas of the rectum between 5 and 10 cm from the anal verge. It sacrifices the anorectal ring and brings down the sigmoid colon through the external sphincter ani to be anastomosed to the distal part of the anal canal or the perianal skin. Most of us would regard this as an anal colostomy. For years this operation was largely confined to Bacon's clinic, but it is now more widely used. The late John Waugh with Marden Black was interested in the operation, which he used. It was similar to the Babcock-Bacon operation. After the abdominal mobilization, a circular incision is made in the perianal skin, the anal canal is dissected away from both the deep and superficial parts of the external sphincter, the levator ani attachments to the rectum are divided and the rectum and sigmoid pulled through the dilated sphincter. The sigmoid is divided at a suitable site leaving about 1 in.
(2-5 cm) of bowel protruding, into which a catheter is tied. Ten to twelve days later, the sigmoid is sutured to the anal skin. The fecal control reported by Waugh was good in 600% of cases, fair in 20% and poor in 20% (Waugh & Turner 1959) . Somewhat similar results have been given by Bacon. It has been our view that an incontinent bowel is better on the abdominal wall. But can we compare an anal stoma with an abdominal colostomy ? In the latter the patient has no perception or control over the colostomy: with the anal stoma, from the published figures the most sceptical of us must accept that, when the sigmoid is brought down through the perineum and the external sphincter, many patients possess both some perception and some control, and enough of both to produce a number of satisfied patients. Some twelve years ago, through the courtesy of Dr Bacon, I was able to examine a woman upon whom he had operated some years before. The anal orifice was neat but a little patulous, and sigmoid mucosa was visible on separating the anal verge. The patient was able to exercise a fair contraction of the external sphincter on the examining finger. She informed me that she was aware when there was something in the rectum but could not ploperly distinguish between flatus and feces. After such a warning she could usually control herself voluntarily for perhaps five minutes. While in her home she did not wear a pad but if she was going out for any period she gave herself an enema and then wore a pad. She made it clear that she was satisfied and had no wish to change to an abdominal colostomy. Recently Dr Black has written to me about the after-history of these patients. He states:
'In answer to the management of the rectum after the Babcock procedure, I can only speak for myself, of course. I usually give the patient some advice about attempting to achieve a formed stool. I rather like to delay irrigations until I can see whether they are needed or not. I would guess that about 40% of patients ultimately come to require irrigations whereas perhaps 60% manage without them. Almost all patients have to wear a pad because of soiling with mucus, if not with stool, and of course they are at a great disadvantage when attempting to control liquid stool or gas.'
The survival rate claimed for growths so treated is not inferior to that of the combined excision.
I believe that when we consider colostomy we should remember that there are surgeons of international repute with great experience and wisdom who use this method and believe it is justified. The majority of our patients with abdominal colostomies are satisfied and find them little burden but there are parts of the world where an abdominal colostomy can be regarded as a fate worse than death, but an incontinent anus in the right place is a bearable burden.
In the consideration of this problem I have been essentially a spectator and I am grateful to Dr B Marden Black for giving me the information. M Ronald Raven (London): In certain countries, patients will not submit to a permanent-colostomy. I have performed this operation (i.e. an anal colostomy) in a small series and find that continence occurs in a certain number. I do not -think it is so radical as an abdominoperineal operation.
Mr A Lawrence Abel (London)
Colostomy Control I always use the term artificial anus instead of colostomy. Many people think of a colostomy as a bulky piece of bowel on the abdominal wall which is constantly discharging and causing an unpleasant smell. The artificial anus is a neat button-like opening, easily managed, which causes no social inconvenience.
The fashioning of an artificial anus is important. A circle of skin is excised and the bowel brought through the opening avoiding any redundant loop being left inside the peritoneal cavity. The bowel is sutured to the skin edge by accurately placed mucocutaneous sutures of catgut in addition to its attachment to the abdominal wall as detailed above.
The management of the artificial anus requires intelligent understanding and sympathy from surgeon and nurses alike. Introducing the patient to another who has had the operation performed can be most helpful in allaying fears.
Avoidance of worry is essential, attention to diet is important and the patient must be instructed to avoid such things as onions. Regular sound sleep and adequate exercise are other important factors. I instruct my patients to use a daily enema; cold water is better than warm. This is not a 'wash-out' of the bowel. The enema is given by means of a catheter inserted just into the opening. Using a tube with a flange near its tip it is possible to make a watertight fit and the catheter is only inserted to the flange. Thereare many useful appliances available such as the Nitch horn and several varieties of modem apparatus.
The enema is given regularly each day and once the bowel has acted it remains clean and no 'accidents' occur. The patient wears a small piece of lint over the opening and no heavy belt or appliance is necessary.
With this management the patient has control over the bowel which is not an inconvenience and does not interfere with family life. results in faces being dammed back until the pressure is sufficient to cause an explosive accident. This is what some surgeons endeavour to avoid by advising routine wash-outs. It does not take long after operation for the normal habit to be formed provided that no post-operative washouts nor enemata have been carried out. I feel that any wash-out, however mild, irritates the mucosa and leads to small but annoying subsequent leakages. My thoughts were first turned to this after carrying out sigmoidoscopies on patients who had had the routine bowel preparation of enemata or suppositories. Not only was it difficult to exclude milder forms of granular proctitis, but also there was inevitably some liquid present when the rectum and sigmoid were examined and this needed mopping out in order to obtain a good view. When one carries out a sigmoidoscopy on a patient not so prepared a good view of normal mucosa is obtained. Small scybala can be removed or avoided. If too much favcal matter is present one can examine again after the patient has had a normal evacuation. I feel that the same principles of non-intervention should apply to the management of a colostomy. A major and mutilating operation has been performed on patients who should be encouraged to return to as normal a life as possible. If they can manage without having to focus attention on their colostomy, so much the better. Washing-out is a tedious procedure, which encourages introspection and may even be physically dangerous. I have questioned my patients on the subject of colostomy control, and all have stated that they have a regular action in the morning with possibly a smaller one later in the day, which causes them no inconvenience. There are occasional accidents
